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World TB Day — March 24, 2002 


March 24, 2002, will mark the 20th annual World 
TB Day, which recognizes the collaborative efforts of 
all countries involved in working to eliminate tubercu- 
losis (TB). TB is the second leading infectious cause of 
death among adults worldwide: approximately 2 mil- 
lion persons die each year from TB, and an estimated 2 
billion persons—one third of the world’s population— 
are infected with the bacteria that cause TB. 

After years of steady decline in the United States, the 
number of reported TB cases increased by 20% during 
1985-1992. This resurgence was associated with dete- 
rioration of the infrastructure for TB services, the 
human immunodeficiency virus epidemic, immigration 
of persons from countries in which TB is endemic, TB 
transmission in institutional settings (e.g., hospitals and 
prisons), and development of multidrug-resistant TB. 
However, since 1992, a renewed emphasis on TB con- 
trol and prevention has resulted in substantial declines 
in the disease. In 2001, the provisional number of TB 
cases decreased for the ninth straight year to an all-time 
low of 15,991 cases, a 2% decrease over the 16,377 cases 
reported in 2000. 

Achieving the goal of eliminating TB in the United 
States will require both the ability to increase resources 
rapidly for local TB control efforts when outbreaks 
occur and greatly increased efforts to combat the devas- 
tating impact of the global TB.epidemic. This issue of 
MMWR highlights two of CDC’s efforts to eliminate 
TB—both domestically and internationally. Additional 
information on World TB Day and CDC’s TB elimina- 
tion activities is available at http://www.cdc.gov/nchstp/tb. 


Progress Toward Tuberculosis 
Control — India, 2001 


Every year, approximately 2 million persons in India 
develop tuberculosis (TB), accounting for one fourth of the 
world’s new TB cases (/). Organized TB control activities 
have existed in India for 40 years; however, the quality of 
diagnosis and treatment of TB in the public and private sec- 
tors has been variable, and TB incidence and prevalence trends 
have not changed substantially over this time (2). In 1992, 
the Indian government established a Revised National Tuber- 
culosis Control Programme (RNTCP) using the directly 
observed treatment, short-course (DOTS) strategy recom- 
mended by the World Health Organization (WHO) (3). The 
DOTS strategy consists of sustained government commit- 
ment, effective laboratory-based diagnosis, standard treatment 
given under direct observation, secure drug supply, and sys- 
tematic monitoring and evaluation. RNTCP was implemented 
in pilot areas beginning in 1993; large-scale implementation 
of the program began in late 1998. This report summarizes 
the process, outcomes, and challenges of RNTCP in India. 
RNTCP has implemented DOTS rapidly and has yielded 
positive results in TB control; however, continued commit- 
ment from Indian government authorities and the interna- 
tional community is needed to sustain and expand this 
ongoing program. 

During 1993-2001, under RNTCP, patients diagnosed in 


health-care facilities with cough lasting >3 weeks underwent 
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three sputum smear examinations over a 2-day period. If all 
] 

three acid-fast bacilli (AFB) smears were negative, 1-2 weeks 


| ] T 
of broad-spectrum antibiotics were prescribed. If some but 


not all of the specimens were positive, or if a patient wit! 
negative smears continued to have symptoms after 1—2 weeks 
of broad spectrum intibiotic >» & chest radiograph was taken 
and if indicative of disease, the patient was treated for TB. All 
'B treatment was given three times weekly on alternate days; 


the diagnostic evaluation and the entire course of treatment 


1 
were free of charge. During the months of treatment 


1 
intensive I atients were treated with isoniazid, 


rifampin and ethambutol (streptomycin was 


j | | ] 
und ethambutol was omitted 


added ror 
patients every dos was 

a nonfa 

t—6 months of 


id and rifampin 


volunteer providing DOTS 


ietection and treatment out 


x to WHO recommendations 


the countrys popula 
’% in mid-1998 


! . ) D «; 
e delivery under RN TCP. since 
' ' 


200.000 he 
of DOTS servi Drovisiol 
500 million tablets of anti medication 
During 1D] nately 300,000 
d pet 
5,000 pa it Kami | 5 al ~pprox! 
YUU pat ents Stat ? t } h ay of ope 
tion. Indicator he quality of letecti te 
include tl 
mona! ire sputul 1ear-positive for AFB (which 
should | % in a well-fun g prog . Dewine 


April-June 2001 reported that 
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50 of all new 


IB patients were diagnosed as 
sputum smear-positive fot 3, indicating high diagnostic 
quality in these district 
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patients had been treat 








Vol. 51 / No. 11 


MMWR 231 





FIGURE 1. Implementation status of the Revised National 
Tuberculosis Control Programme — India, March 2002 














| 1] 1 ‘ 
patients who were initially sputum Smear-positive had 


t t 


1] 1] 
laboratory evidence of sputum conversion to negative ( lable 


During April-June 2000, 77 (75%) districts had treatment 


success rates” of >30°% ver, previously treated patients 
had outcomes that were slightly avorable than new IB 


~ 710 20 ° ‘ . 
patients versus 83% treatment success). Patients who 


} 
h failed treatment 


' , , ' 
ad previous! those who were sputum 


smear-positive at 5 months or later during an earlier course 


of treatment) had a significantly higher risk for remaining 


j 1 
smear-positive when treated again than did other types of 





TABLE 1. Number of patients with tuberculosis and treatment outcomes, by type of TB 
disease — Revised National Tuberculosis Control Programme, India, January 1993- 


June 2000 


retreatment patients, such as successfully treated patients that 
relapsed or those who prematurely discontinued treatment 
(12.9% versus 5.8% and 5.2% respectively, p<0.001 
Reported by: GR Khatri, MD, Ministry of He. 
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/ lhorpe PhD EIS Office 


Editorial Note: Despite the availability of highly effective 
and inexpensive drugs, TB causes more deaths per year in 
India (421,000) than malaria, hepatitis, meningitis, nutri 
tional deficiencies, sexually transmitted diseases, leprosy, and 
tropical diseases (e.g., dengue fever, trypanosomiasis, schis 
tosomiasis, leishmaniasis, lymphatic filariasis, and onchocet 
ciasis) combined (258,000) (4). Since 1993, India has 
implemented successfully a TB control program using the 
WHO-recommended DOTS strategy. Many of the principles 
tor diagnosis and treatment of the DOTS strategy were 
derived from studies conducted in India that demonstrated 
the effectiveness of ambulatory treatment of TB, the neces 
sity and feasibility of DOTS, the efficacy of intermittent treat 
ment with anti-B drugs (twice weekly rather than daily) 
and the feasibility of case detection through sputum smeat 
microscopy in primary-care settings (5). However, only 
recently have these findings been applied widely to establish 
[B control in large areas of India. The 4% death rate 
recorded in RNTCP areas since implementation is substan 
tially lower than previously documented death rates of up to 
29% among treated smear-positive IB patients in non- 
RNTCP areas (6) 

Several obstacles impede the expansion of TB control 


under RNTCP 


uncoordinated and inconsistent because many patients ini- 


’). First, diagnosis and treatment of TB are 


tially receive TB care through the large private health-care 
sector, pharmacies often sell anti-B drugs over the counter, 
and TB notification requirements are 
not enforced routinely. Second, poverty 


impedes program performance. Many 
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Completed’ Died’ Failed’ 


10.928 1.391 microscopy. Economic hardships and 
drought cause large-scale migration, 
reducing treatment completion and 


cure rates. Third, a patient-centered 
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approach to care—one that actively 
helps patients by providing them with 
transportation to health facilities, food, 
and social support to overcome 


obstacles to completion of treatment 
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Tuberculosis Outbreak on an 
American Indian Reservation — 
Montana, 2000-2001 


May 


ases, linked by 


During 2000-January 2001, five tuberculosis 


lB) 
and DNA fingerprinting (/), were 


reported from the Fort Belknap Indian Reservation in rural 
XA ) 4 l 
Montana. Beto 


contact 


re this, only one case of TB had been reported 


trom the reservation since 1992 


To determine the cause of 
the Fort Belknap Tribal Health Department and 
ian Health Service (IHS 


| | 
ind requested assistance from the 


the outbreak 
the Ind conducted an investigation 


of Public Health and Human 


Montana State Department 
services 


DPHHS) and CD¢ 
ise find! 


to improve ¢ ing and medical management of persons 


with | B 


- 
A 


his report summarizes the results of the investig: 


tion and demonstrates how, in low incidence areas, rapid 


expansion of local capacity for TB control is critical to elimi 
nate TB in the United States. 
Median age of the five 


['B patients was 44 years (range: 


rB 


r1uUmM tuUoerCcUuLoOsIS and were 


' ri : | 
61 years); four were male. Isolates from 


all five 
’ , a ‘ 
patients were confirmed as Mycobacte 


susceptible to fir 


st-line drugs (isoniazid, rifampin, pyrazina 


mide, and ethambutol 


Ac the time of presentation, the 
index patient had a productive cough and a sputum smear 
that demonstrated acid-fast bacilli (AFB), suggesting infec 
tion with TB. Patient 5 also had sputum smears demonstrat- 


ing AFB. All five patients were started on directly observed 
therapy (DOT) for TB. 
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\ contact investigation of the sputum AFB smear- 
positive index patient yielded 126 contacts, of whom 121 
(96%) received a tuberculin skin test; 22 (18%) had positive 
results. Chest radiographs of the 22 skin test-positive con 
tacts were performed, and clinical and radiographic findings 
were reviewed for evidence of TB disease. From this investi- 
gation, patient 2 was diagnosed with TB disease and was 
started on treatment with isoniazid and rifampin. Of the 21 
persons with latent TB infection (LTBI), 19 were started on 
treatment with isoniazid, and two persons refused treatment 
on the basis of previously positive skin tests. 

he index patient had a large extended family network and 
regularly engaged in heavy alcohol consumption with other 
drinkers in confined spaces. The four secondary patients were 
all regular drinking partners of the index patient; however, 
only patient 2 had TB diagnosed by routine contact investi- 
gation. The other three were diagnosed when they presented 
with symptoms of TB. Patient 3, who was also a family mem 
ber and a drinking partner, was included in the contact inves- 
tigation but did not have a tuberculin skin test performed 
because the patient had a previously positive result and a not 
mal chest radiograph. The remaining two secondary patients 
were not included as contacts because clinical staff focused 
initially on identifying transmission to extended family 
members. 

lo assist with clinical management of patients with TB and 
with the contact investigation, the reservation health staft 
sought assistance from the Montana DPHHS TB program 
and CDC. DPHHS and CDC reviewed the clinical manage 
ment of the five TB patients and revised treatment regimens 
to meet current treatment guidelines. Because two of the four 
secondary TB patients were not named as contacts and subse- 
quently presented to the health facility with TB, a review of 
the contact investigation was conducted based on skin posi- 
tivity and TB disease rates. This revealed that regular alcohol- 
drinking partners of the index patient had a higher risk for 
infection with M. tuberculosis than nondrinking family mem 
bers and other social contacts. Of the 26 drinking partners 
identified, 14 (56%) were infected; of the 42 nondrinking 
family members identified, seven (18%) were infected; and 
of the 56 other social contacts, one (3%) was infected. 

Collaboration among the Tribal Council, IHS, the Mon 
tana DPHHS TB Program, and CDC led to four capacity- 
building efforts to improve TB clinical management and 
control on the reservation. First, six staff members from the 
reservation clinic attended a 1-week course in TB clinical man- 
agement at the National Jewish Medical and Research Center 
in Denver, Colorado. The Montana State TB Program pro- 


vided ongoing consultation to both clinical and public health 


nursing staff, including weekly case management meetings 
and assistance with development of DOT and incentive pro 
grams. Clinical staff also received advice and educational 
materials from the Montana State TB Program and the Francis 
J}. Curry National TB Center in San Francisco, a Model 
luberculosis Center funded by CDC. Second, IHS hired an 
additional tribal health nurse with extensive knowledge of 
the community to manage the contact investigation and to 
emphasize case management and adherence to therapy. Third, 
CDC investigation team members reviewed clinical manage 
ment practices and made recommendations for improvements 
Finally, the team trained staff members in social network analy 
sis to improve future contact investigations. 

As of February 2002, four of the TB patients had com 
pleted treatment. One elderly patient with end-stage liver dis 
ease died from non-TB-related causes 2 months after starting 
therapy for TB. Of the 19 contacts, 13 (68%) patients had 
completed their treatment for LTBI, three (16%) had discon 
tinued treatment before completion, and three (16%) had 
their treatment discontinued by their health-care providers 
for medical reasons. ( Yt the 19 treated for | | BI, two received 
treatment by DOT, and the remainder were followed on a 
weekly basis by public health nursing staff; 18 of the contacts 
treated for LTBI were provided incentives to improve treat 


ment adherence. 


Reported by: / McConnell, K Horn, R Lan 


ee , 1} , > 
ivl0vd Health Dept fort Be RNAP 


M Mount, Indian Health Su 

Suc, Billings Area Office; D Ingman 

of Public Health and Human Sv 

Div of Respirology, Univ of Toronto, Ontario. R Ridzoi 

Tuberculosis Elimination, Nationa enter for HI\ 

Prevention; L Thorpe, J Larson, EIS officers, CD\ 

Editorial Note: The findings in this report illustrate that 
local staff proficiency in the identification and management 
of persons with TB is necessary in geographic areas with low 
and declining TB trends, and that resources exist for local 
health-care providers and TB control programs to 
expand their outbreak response capacity rapidly. To help main 
tain and bolster capacity for TB control in low-incidence 
areas, timely assistance from external sources is an important 
component of the strategy to eliminate TB in the United States. 
On this American Indian reservation, recent transmission of 
M. tuberculosis was confirmed, and initial problems with the 
contact investigation prompted local health-care providers to 
mobilize and obtain the requisite information and skills to 
conduct a thorough investigation. The external support 
included short-term training courses on TB case management, 


clinical consultations using national hotlines, educational 
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Haemophilus influenzae type b (Hib) was the leading cause 
xpedited the investi Fa ciple 
of bacterial meningitis and a major cause of other serious 
rate among contacts ae é 
. . 'TBI invasive diseases among children aged <5 years in the United 
r persons treated for LI BI. : ih ; ses 
States before Hib conjugate vaccines became available in 1988 

] ) 


of the relationships 
1,2). In 1991, all infants starting at age 2 months were rec- 


and tamily con | 


ommended to receive Hib conjugate vaccines; by 1996, inci- 
dence of Hib invasive disease (i.e., illness clinically compatible 
with invasive disease, such as meningitis or sepsis, with isola 
tion of the bacterium from a normally sterile site) among chil- 
dren aged <5 years had declined by >99% (/,3). This report 
presents 1998-2000 Haemophilus influenzae (Hi surveillance 


| 


data, which indicate that the incidence of reported Hib inva- 


sive disease remains low. Achieving the national health objec- 


tive for 2010 of reducing to zero indigenous Hib invasive 
00,000 populatio n 2000 tes among : "ee - 
disease cases in children aged <5 years (4) will require 

national avel | | j ] 
; improved age-appropriate vaccination ol children, complete 
r pace during the 
reporting of vaccination and relevant medical histories, stan- 
he public ' 
dardization of the serotyping procedure, and complete ascer- 


rair 1 | ino of - a] H > 1j > > 
tainment anc reporting Ol serotype ror all 1 Invasive disease 


CaSCS 
incidence ~~ a 
l In 1991, Hi invasive disease became a nationally notifiable 
1aequate. In , ; 
a disease. State health agencies, the District of Columbia, and 
ire often lim : 
; New York City provide weekly reports of provisional cases of 
plans should 
t Hi invasive disease to CDC through the National Electronic 
before unex , ; 


lelecommunications System for Surveillance (NETSS) and 
the National Bacterial Meningitis and Bacteremia Reporting 
References System (NBMBRS). Case reports include demographic data 
about persons with Hi invasive disease and supplemental in- 
formation (e.g., the serotype that caused the illness, type of 
clinical illness, outcome, and Hib vaccination history). States 
were contacted to obtain and confirm supplemental data fot 
cases of Hi invasive disease in children aged <5 years with 
onset in 1998, 1999, and 2000. Only Hib vaccine doses given 
vs before illness onset were considered valid. Annual 
population estimates for 1998 and 1999 from the U.S. Cen- 
sus Bureau were used to calculate incidence rates. 
DC also coordinates the Active Bacterial Core surveil- 
1 Sites in selected States IIInesses iden 
i.e., isolation of H. influenzae 


1 resident of the surveillance 
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area) are reported to CDC and the various state health 


departments (3). During 1998-2000, project personnel con- 


tacted all microbiology laboratories serving acute care hospi- 
tals in each surveillance area every 2-4 weeks; specimens were 
sent to CDC for serotype confirmation. The population of 
children aged <5 years in the surveillance areas increased from 
750,534 in 1989 to 2,208,625 in 2000. In 1998, the surveil- 
lance area covered three counties in the San Francisco Bay 
Area, five counties in Tennessee, seven counties in New York, 
20 counties in Georgia, and the entire states of Connecticut, 
Maryland, Minnesota, and Oregon. By January 2000, the 
surveillance area had increased to include 15 counties in New 
York, 11 in Tennessee, and all of Georgia. Rates were race 
adjusted to the annual U.S. population estimates. 

During 1998-2000, a total of 824 Hi invasive disease cases 
was reported among children aged <5 years; rates were 1.4 
per 100,000 children in 1998 and 1999 and 1.6 in 2000. 
Among children aged <5 years, serotype data were available 


for 219 (83%) of 265 cases in 1998, 214 (82%) of 262 cases 


in 1999 and 236 (79%) of 297 cases in 2000 (Figure 1). Of 


the 669 cases with known serotype, Hib accounted for 75 
34%) cases in 1998, 71 (33%) cases in 1999 and 51 (22%) 
cases in 2000; annual Hib invasive disease rates were 0.4, 0.4, 
and 0.3, respectively. Compared with the rate in 1990 (23 
cases per 100,000), the average annual rate for 1998-2000 
(0.3 cases per 100,000) represents a 99% decline. During the 
3-year period, the annual average for reporting of serotype 
information was 81%, representing a 98% improvement from 
1994 (Figure 1). By state, excluding Alaska, Hib invasive 
disease average annual incidence rates ranged from 0 to 2.1 
per 100,000 children aged <5 years; in Alaska, the rate was 
9.4 \ [able l Ne 


FIGURE 1. Incidence rate* of Haemophilus influenzae type b 
(Hib) invasive disease and percentage of Haemophilus 
influenzae (Hi) isolates serotyped among children aged <5 
years — United States, 1990-2000 


abejyueded 





*Per 100,000 persons 


TABLE 1. Number and rate* of Haemophilus influenzae (Hi) 
invasive disease among children aged <5 years’, by state and 
serotype — United States, 1998-2000 


State Type b Unknown Nontype b*° 
No. Rate No. Rate No. Rate 
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Arkansas 
California’ 
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Idaho 
Illinois 
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Kansas 
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Louisiana 
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Maryland* 
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For nontype b Hi invasive disease, the average annual inci- 
dence rate by state ranged from 0 to 5.8 with a national aver 
age of 0.8 per 100,000 children aged <5 years (Table 1). For 
the 3-year period, the clinical outcome was known for 693 


70) 


84%) of the 824 Hi cases reported; 50 0) of the 693 pa- 
tients died. Of 197 Hib cases reported, 169 (86%) had known 
outcome; 14 (8%) children died. By race/ethnicity, Hib inva- 
sive disease average annual incidence among children aged <5 
years during 1998-2000 was 14.0 among American Indians 
Alaska Natives, 1.0 among Hispanics, 0.9 among non-His- 
panic whites, 0.6 among non-Hispanic blacks, and 0.4 among 
Asians/ Pacific Islanders. Race/ethnicity data were missing fot 
10 (5%) Hib patients 

During 1998-2000, of 197 Hib patients, 86 (44%) were 
ged 6 months ind had not completed the 2 OI 3-dose pri 


mary Hib vaccination series. Of the 111 (56%) children who 


Sree 
were aged >6 months and eligible 


mal | had unknown vaccination status, 31] 


to have completed the pri- 
I f 


20%) were undervaccinated, 


id completed a primary series, 21 of whom 


) 


1 tc 1 
booster dos¢« 15 months). Among the 


reported, 11 (799 


| 


months were unvaccinated and three 


Wwasive disease patients 
10 


patients 


»y moncns Ww rvaccinated 


1998-2000, a total of 128 Hi invasive disease cases 


) years was reported from ABCs sites; 19 


ius by Hib, 95 (74 


by nontype b Hi, and 
unknown Hi serotypes. The annual race-adjusted 


re 0.2. 0.6 and 0.2 per 100,000 children 


FIGURE 2. Race-adjusted incidence rate,“ of Haemophilus 
influenzae type b (Hib) and nontype b! invasive disease 
detected through Active Bacterial Core surveillance (ABCs) 
among children aged < 5 Years — United States, 1990-2000 


| = — OO a 


Year 


“Per 100,000 persons 
Hi isolates with unknown serotype not included 


aged <5 years for Hib invasive disease compared with 1.8, 1.5 


and 1.6 per 100,000 for nontype b Hi invasive disease in 


1998, 1999, and 2000, respectiv ely (I igure 2). 

Reported by: S Bath, MPH, K Bisgard, DVM, T Murphy, MD 
Epide miolog) and Surveillance Div, National Immunization Program 
K Shutt, MPH, N Rosenstein, MD, Div of Bacterial and Mycoti 
Diseases, National Center for Infectious Diseases; C Ohuabunwo, MBBS 
EIS Officer, CD¢ 

Editorial Note: With widespread use of Hib conjugate vac- 
cines beginning in 1990, the incidence of reported Hib inva- 
sive disease among children aged <5 years declined from an 
estimated 100 per 100,000 in the prevaccine era to a record 
low of 0.3 in 1996 (2,3). The findings in this report indicate 
that the incidence of invasive Hib disease remains low. Dur- 
ing 1998-2000, although Hib remained an infrequent cause 
of invasive disease among children, illness and death occurred 
among infants aged <6 months who had not completed the 


2- or 3-dose primary series of Hib vaccination and among 


unvaccinated or undervaccinated children; some of these cases 
might have been preventable. These data also suggest that 
primary or secondary vaccination failure occurs less frequently 
than failure to vaccinate. Understanding the reasons for Hib 
invasive disease among fully vaccinated children requires the 
reporting of full vaccination history (i.e., dates, dose, vaccine 
name, lot number, and manufacturer) and relevant medical 
histories (e.g., prematurity, immunosuppression, or other 
chronic diseases). 

Localized populations with low vaccination coverage con- 
tribute to the continued circulation of Hib despite sustained 
national Hib vaccination coverage of >90% (5). In 
Pennsylvania, during December 1999—February 2000, eight 
Hib invasive disease cases occurred in unvaccinated children 
aged <5 years, six of whom were from communities with lower 
Hib vaccination coverage and higher Hib carriage rates than 
other groups (6). As in the prevaccine era, Hib invasive dis- 
ease rates among American Indian/Alaska Native children 
remain persistently higher than in the general U.S. popula- 
tion (7), which suggests that Hib elimination will require 
additional characterization of colonization and disease among 
these high-risk populations (7). Attaining and maintaining 
high Hib vaccination coverage at the community level should 
reduce the Hib carriage rate among young children by 
decreasing exposure of susceptible infants and interrupting 
Hib transmission | 

Because Hib vaccines protect against type b and not other 
Hi strains, serotyping of all Hi isolates from patients with 
invasive disease is necessary to monitor the vaccination pro- 
gram effectiveness and national progress towards Hib elimi- 


nation. Serotype information is needed to measure the 
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sensitivity of the surveillance system and to detect the emer- 
gence of invasive disease from nontype b Hi strains (8). The 
reporting of serotype information on Hi cases among 
children aged <5 years has improved; however, to ensure that 
all Hi isolates from children aged <5 years are serotyped and 
to minimize false-positive results (9), continued promotion 
and standardization of the serotyping procedure by states is 
essential. Because of inconsistencies in Hi serotyping (9), until 
December 2002, CDC requests that state health laboratories 
send all Hi isolates associated with invasive disease in chil- 
dren aged <5 years to CDC (telephone [404] 639-3158) for 
serotyping. 

rhe incidence of nontype b Hi invasive disease can be a 
useful indicator of the sensitivity of the surveillance system. 
Although Hib invasive disease in children aged <5 years 
declined to near-elimination levels during the last decade, the 
incidence of nontype b invasive disease from ABCs sites 
remained consistently >1 per 100,000 children aged <5 years. 
Adequate identification and reporting of nontype b Hi inva 
sive disease might indicate sufficient sensitivity to readily iden 
tify cases of Hib invasive disease. States are encouraged to 
report invasive disease caused by all Hi strains as recommended 
by the Council of State and Territorial Epidemiologists and 
CDC (10). 

Public health efforts to achieve and document Hib invasive 
disease elimination in children aged <5 years will be advanced 
by 1) enhanced promotion of age-appropriate Hib vaccina 
tion at the community level, 2) complete reporting of vacci- 
nation and medical histories to characterize cases of Hib 
suspected to be vaccine failures, 3) standardization of the 
serotyping procedure, and 4) ascertainment and reporting of 


serotype for all Hi invasive disease cases in children. 
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Notice to Readers 


World Water Day, March 22, 2002 


In 1992, the United Nations Conference on Environment 
and Development designated March 22 of each year World 
Water Day. This year’s theme, “Water for Development,” is 
organized by the International Atomic Energy Agency (IAEA). 
The objectin e of World Water Day is to promote activities, 
such as the publication and diffusion of documents and the 
organization of conferences and seminars, related to the con- 
servation and development of water resources (/). 

Approximately 1.1 billion persons lack access to potable 
water, and 2.4 billion persons do not have acceptable sanita 
tion. Diarrhea accounts for approximately 4 billion episodes 
of illness and 2.2 million deaths every year; the greatest bur 
den of illness occurs among children aged <5 years. Safe 


water, adequate sanitation, and hygiene education can reduce 
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diarrheal disease deaths by an estimated average of 65% and 
related morbidity by 26% (2). 

In response to the need for safe drinking water, CDC, in 
collaboration with the ( ARI ( D< Health Initiative, the 
Rotary Club of Estes Park, Colorado, the Gangarosa Inter- 
national Health Foundation, the CDC Foundation, and 
CARE. produced Safe Water Systems for the l de veloping World: 
1 Handbook for Implementing Household-Based Water Treat 
nent and Safe Storage Projects, a resource tor program manag 
ers, technical staff, and other personnel in organizations 
involved in water and sanitation projects. The Safe Water 
System is a water-quality intervention that uses simple, inex- 
pensive technologies to improve water quality at the point of 
use. Approximately 1,000 English handbooks have been dis 
tributed; French and Spanish versions will be available later 
this year. CDC is developing a public health action plan for 
waterborne illness. A meeting to gather input for the plan 
from key domestic and inte rnational stakeholders will be held 
starting March 22, 2002, to coincide with World Water Day. 

Additional information about World Water Day is avail 
ible from IAEA’s World-Wide Web site, http: 

terday2002.iaea.org. Information about the Safe 
stem is available at safewater@cdc.gov, telephone 
+04) 639-2206, and safewater. 
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Notice to Readers 


2002 Conference on Antimicrobial 
Resistance 


The 2002 Conference on Antimicrobial Resistance will be 
held June 27—29, 2002, in Bethesda, Maryland. The confer 
ence is sponsored by the National Foundation for Infectious 
Diseases (NFID) in collaboration with nine agencies, insti- 
tutes, and organizations involved in conducting and/or pro 
moting research, prevention, and control of antimicrobial 
resistance. 

The deadline for online submission of abstracts for oral 
and poster presentations is April 15 Program announcements 
ind forms for abstract submission, registration, and hotel res- 


, . 
ervations are available al http www.nfid.org conferences 


resistance02 and from NFID, 4733 Bethesda Avenue, Suite 
750, Bethesda, Maryland 20814-5278; telephone (301) 656- 
0003, extension 19: fax (301) 907-0878: and e-mail 


resistance@nfid.org. 


Notice to Readers 


Satellite Broadcast on HIV Prevention 


“Revised Recommendations for HIV Screening of Pregnant 
Women,” a satellite broadcast, is scheduled for Thursday, April 
25, 2002, at 1 p.m., EST. The 2-hour forum is cosponsored 


by CDC and the Public Health Training Network, and 


describes CDC’s revised recommendations for HIV screen- 


ing of pregnant women (/). Presentations and interviews will 
provide an update on implementation issues for the revised 
recommendations and identify special populations at high risk 
of perinatal transmission of HIV. This broadcast is designed 
for community-based organizations, service providers, and 
other persons in contact with women of childbearing age about 
any health matters such as prenatal care, primary care, and 
substance abuse. Viewers can fax questions and comments 
before and during the broadcast. Additional information is 
available at http://www.cdcnpin.org/broadcast and through 
CDC's Fax Information System, telephone (888) 232-3299, 
by entering document number 130036 and a return fax num- 
ber. Organizations setting up viewing sites are encouraged to 
register online or by fax as early as possible so that viewers can 
access information about viewing locations when visiting the 
website or calling the information line. 
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FIGURE |. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending March 16, 2002, 
with historical data 


DISEASE DECREASE INCREASE “—— 


Hepatitis A, Acute 488 

Hepatitis B, Acute 482 

Hepatitis C; Non-A, Non-B, Acute 7 
Legionellosis 
Measles, Total 
Meningococcal Infections 
Mumps 
Pertussis 


Rubella” 





0.03125 0.0625 0.125 0.25 0.5 


Ratio (Log Scale) 


| Beyond Historical Limits 


* No rubella cases were reported for the current 4-week period yielding a ratio for week 11 of zero (0) 
' Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point 
where the hatched area begins is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending March 16, 2002 (11th Week)* 


Cum. Cum. Cum. Cum. 
2002 2001 2002 2001 
- - Encephalitis West Nile’ 5 - 
Botulism foodborne - 5 Hansen disease (leprosy)' 23 
infant Hantavirus pulmonary syndrome’ . 2 

other (wound & unspecified) 3 Hemolytic uremic syndrome, postdiarrheal’ 1 18 


Brucellosis HIV infection, pediatric’ : 40 
Chancroid Plague 











Anthrax 


Cholera - Poliomyelitis, paralytic 
Cyclosporiasis' Psittacosis' 
Diphtheria - . Q fever 
Ehrlichiosis: human granulocytic (HGE)' Rabies, human 
human monocytic (HME)’ 2 Streptococcal toxic-shock syndrome 
other and unspecified - - Tetanus 
Encephalitis: California serogroup viral’ Toxic-shock syndrome 
eastern equine’ - - Trichinosis 
Powassan' - - Tularemia’' 
St. Louis' - . Yellow fever 
western equine’ 
-‘No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
. Not notifiable in all states 


* Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
(NCHSTP). Last update February 24, 2002 
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Escherichia coli 
AIDS Chlamydia’ Cryptosporidiosis 0157:H7 
Cum Cum Cum. Cum. Cum. Cum. Cum. 

20025 2001 2002 2001 2002 2001 2002 
NITEL ATE 6, 54€ 8,275 133,973 155,322 367 2 


TABLE Ii. Provisional cases of selected notifiable diseases, United States, weeks ending March 16, 2002, and March 17, 2001 





Reporting Area 

















Shiga Toxin Positive, 
Serogroup non-0157 
Cum. Cum. Cum. 
2001 2002 2001 


4 


35 
33 











9 


Not 

vot tifiable J available No ed cases 
Incidence data for reporting year 2001 and 2002 are 
Chlamydia refers to genital infections 
Updated monthly from reports t 
March 3, 2002 


3 


U U 
U U 

C.N.M.|.: Commonwealth of Northern Mariana Islands 

Nal and Cumulative (year-to-date) 

aused Db trachomatis 

) the Division of V/AIDS Preve 





Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention. Last update 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending March 16, 2002, and March 17, 2001 
(11th Week)* 





Haemophilus influenzae, 
Invasive 





Escherichia coli 
Shiga Toxin Positive, All Ages, 
Not Serogrouped Giardiasis r All Serotypes 
Cum. Cum. ’ " Cum. Cum. 
Reporting Area 2002 2001 2001 2002 
UNITED STATES 1 3 345 2 
NEW ENGLAND 
Maine 
N.H 
Vt 





Age <5 Years 
Serotype 
B 
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os 
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Ae) 
os 


mp — 
@o , 
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PR 

V1 - - 
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C.N.M.1 - U 





N: Not notifiable U: Unavailable No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending March 16, 2002, and March 17, 2001 
(11th Week)* 





Haemophilus influenzae, invasive 





Age <5 Years Hepatitis (Viral, Acute), By Type 





Non-Serotype B Unknown Serotype B C; Non-A, Non-B 





Cum Cum Cum. Cum Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending March 16, 2002, and March 17, 2001 


(11th Week)* 





Measles 
Legioneliosis Listeriosis Lyme Disease Malaria Total 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2002 
UNITED STATES 119 157 63 82 911 187 1" 


NEW ENGLAND 5 2 8 8 ae we 
2 
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PACIFIC 
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PR 

Amer. Samoa U U U U 
C.N.M.I - U - U 


N: Not notifiable U: Unavailable No reported cases. 

* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
This case of measles was imported from another country 
Of 40 cases reported, 27 were indigenous and 13 were imported from another country 











244 MMWR March 22, 2002 





TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending March 16, 2002, and March 17, 2001 
(11th Week)* 





Meningococcal 
Disease Mumps Pertussis Rabies, Animal 


Cum Cum Cum Cum. Cum Cum. Cum Cum 
Reporting Area 2002 

















2001 2002 





2001 2002 2001 2002 2001 


R54 > 
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TABLE Il. Provisional cases of selected notifiabl 


(11th Week)* 


e diseases, United States, weeks ending March 16, 2002, and March 17, 2001 





Rocky Mountain 
Spotted Fever 


Rubella 





Rubella 


Congenital 
Rubella 


Salmonellosis 








Reporting Area 2002 2001 


Cum. Cum. 





Cum. 
2002 


Cum. 
2001 








Cum. Cum. 
2002 2001 





UNITED STATES 56 17 


NEW ENGLAND 
Maine 

N.H 

Vt 

Mass 
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Conn 
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5,052 





N: Not notifiable U: Unavailable 


No reported cases 


Incidence data for reporting year 2001 and 2002 are provisional and cumulative 


year-to-date) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending March 16, 2002, and March 17, 2001 


(11th Week)" 





Reporting Area 


Shiae 


pllosis 


Streptococcal Disease, 
invasive, Group A 


Streptococcus pneumoniae, 
Drug Resistant, Invasive 


Streptococcus pneumoniae, 
Invasive (<5 Years) 








Cum 
2002 





Cum 
2001 





Cum. 
2002 





2001 


Cum. 





Cum. Cum. 
2002 2001 





Cum Cum. 
2002 2001 
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4/4 


43 





e (year-to-date 
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TABLE Ili. Provisional cases of selected notifiable diseases, United States, weeks ending March 16, 2002, and March 17, 2001 
(11th Week)* 





Syphilis Typhoid 
Primary & Secondary Congenital' Tuberculosis Fever 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 
UNITED STATES 1.090 1,091 2 96 1,197 7 
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Not notifiable U: Unavailable No reported cases 
Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date 


Updated from reports to the Division of STD Prevention, NCHSTP. 








248 MMWR March 22, 2002 





TABLE lil. Deaths in 122 U.S. cities," week ending March16, 2002 (11th Week) 
All Causes, By Age (Years) All Causes, By Age (Years) 











All P&l' All 
Reporting Area Ages | >65 45-64 Ros | 1-24 | <1 Total Reporting Area nt ad iia’ sacl 1-24 | <1 
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